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Our Vision for the Future
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IMPROVE
LIVES

ACHIEVE
THIS BY

.. ILLINOIS DEPARTMENT OF
rHFS Healthcare and
Family Services

We address social and structural determinants of health.
We empower customers to maximize their health and well being.

We provide consistent, responsive service to our colleagues and
customers.

So equity is the foundation of everything we do.

Valuing our staff as our greatest asset.
Always improving.

Inspiring public confidence.



After presenting our proposalin November we consideredall comments andsuggestions
that camefrom all segmentsof our stakeholders. We want you to know:

We HeardYou. Collectively, you have saidthat you want:

A Outcome-basedsolutionsto reducehealthcaredisparities withmeasurablémpact

CONTINUINGTHE A Prioritizationof Safety Net Hospitals

A Prioritizationof CriticalAccess Hospitalanddistressedareasstatewide
WORK A That mostly alignwith the focusofthe $ A B A O Oprobds&;és Prioritiesandthe needfor change

= e . ThankYou ForYour Camments, Suggestions and Constructive Feaedback
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pl’OpOSBJ based on Hospitals(AcademicCriticalAccess|.arge,andSafetyNets)
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Customers

FederallyQualifiedHealthCenters

Labor(SEIU)

Legislators (MWGBIack,Latino,7 T | A CauchsMembersGOPandMore)
ManagedCareOrganizations

PhilanthropicOrganizations

Providers

Civiclnstitutions
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{HFS
QUALITYPILLARS

Beginning in2021and
beyond, thesdive
pillars of improvement
andkeydriversare
identified focusareas
acrossall aspects of

the MedicaidProgram
Z from ManagedCae
to Transformation
Partnerships.
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Pillars of

Improvement

Maternal and
Child Health

Adult Behavioral
Health

Child Behavioral
Health
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Community
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Healthcare Transformation/Quality Strategy Alignment

Data Collection ’ Analytics > Measure and Monitor Performance

HEDIS .

Partnership
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HealthChaoiceiIllinoss
: “our Healta . Your Choice

DiversitylSupportiCollaboration

Actionable and Timely | e /\/
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r Pay for
v Value
Continuous Quality Improvement
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=3 CURRENT STATE

&) KEY DRIVERS

M Pillar-focused Initiatives

H Social Determinants of Health

B Technology Initatives

M Trained, Diverse Workforce

B Strong Parnerships and Community Engagement

(C FUTURE STATE

Improved Health Outcomes

Health Equity
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ALots of listeningz to individualhospitalsandother providers,to
legislatorsandstakeholdersto presentationsof specifictransformation
iIdeasfrom providers, MCOs SafetyNets, FQHCsSEIUJPHI, andnore

AWorkedwith MedicaidWorkGroup and additional legislators to identify

key components of gprocess

AWORK IN PROGRESS . _ _
AReal,sustainablegquitable,customerfocusedchange

Whatx A5 OA AA' I Al Ol A@ﬁc@m@dhsedsolutions toreducehealthcaredisparities
wherewearel | x 8

ATransformationfundsnot goingtoward the statusquo

ATouredseveralSafety-Net Hospitals

AHeardfrom advocatesjndustry consultants foundationsandvolunteers
aboutchange needed

ACommissionedan academiccommunity needs& data study (UIC)



PROJECT

GOALSOR
CRITERIA

@

Improve Carein Target Communities

\/ Drivecollaborationamongstmultiple stakeholdersin the communityto
addressboth healthcareand sociableterminantsof health

V' Ensure thathealthcareandSDOHservicesarelinkedto improveoutcomes
\/ Emphasizepreventative,primaryand specialtycare
V' Emphasizéntegrated, team-basedcarefor chronichealth conditions

V' Addresshoth physicalandbehavioralhealthincludingsubstanceusedisorders

@ AddressEconomicFactors

E

/' No reductionin accesdo services
\/ Sameorincreasedobs

\/ Designedto be sustainableviautilization-basedpayments

Data - and Community-Driven

\/' Baseon communityneedsandinput
V' Equitable/ reducedisparities
\/ Usedatato designandpromote integration of care

\/ Haveidentified goals,measurablemetricsandverifiableproject milestones
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STARTWITH
AREASMOST
SUSCEPTBLE
TO HEALTH
DISPARITIES

Potential Communitie s;

Most vulnerableareas

based ontheU.S.Centers
for Disease Control and
0 OAOAIlsakll T 6

Vulnerability IndeXSVI)
for lllinois and areas
disproportionately
impactedby COVID19.

(Seeappendixfor moreinformation onthe SVI)
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Areasin lllinois above average (uppesOth percentile)in social
vulnerability

Areaswith CDCSocialVulnerability Index

PercentileScore>50t

1. Areasfrom UICStudy([5]
ChicageSouthCatchment
ChicagewWestCatchment
Metro EastSt.LouisCatchment
WestCookCounty Catchment
SouthernCookCountyCatchment

2. Metropolitan StatisticalAreas(MSA) [8]
Danville IL[VermillionCTY]
KankakeeBradley|L[KankakeeCTY]
RockfordJL
Decatur|L[MaconCTY]
Moline-RocKsland,IL
Springfield]L[SangamoiCTY]
ChampaigrUrbana)L[ChampaigrCTY]
PeoriaJL

3. Marion HealthRegion
Statisticalareas[5]
Mount Vernon|L> { [UeffersorCTY]
CentraliaJL> { [MarionCTY]
CapeGirardeauMO-ILMSA[Alexdr.CTY]
PaducahK¥IL> { [MassacCT¥q
CarbondaleMarionMSA

150thercounties irtheregion

1CDESVIhttps:// www.atsdr.cdc.gov/placeandhealth/svifindex.html

Pop.
Count?

1,026,829
590,175
522,652
529,407
895,830

75,758

109,862
336,116
104,009
206,229
197,661
209,448
400,561

37,684
37,205
5,761
13,772
136,764

231,820

DG
SViI

% tile
Scaes

87.6
83.5
58.8
58.0
56.6

98.0
91.1
88.1
78.2
69.0
60.4
53.5
50.1

97.0
95.1
94.9
94.1
72.9

80.1

Sampleof ZipCodes
w/ SVIScore> 75
("most vulnerable™)

60621,6063660637

60623,60624,60644
62201,62203,62204
60104,60153,60804
60472,6050160827

61832
60901,60950,60958
61101,61102,61103
625226252362526

6120161443
62701,62702,62703
6180161820
61602,61603,61605

62846,62864,62872
6280162882
62914

62901,62902,62903

62930, 62946, 62460,
62466, 62906, 62879,
62934, 62954, 62984,
62919, 6291, 62947,
6288562886

2American Community Survey 2620185-YearEstimateshttps:/data.census.gov/cedsci/all?d=ACS%205

Year%20Estimates%20Detailed%20Tables

SFromCDasedon 2018estimateshttps://www.atsdr.cdc.gov/placeandhealth/svi/data_documentation_download.htm

4FromCovid19 HealthcareCoalition/Mitre: https://c19hcc.org/resource/vulnerablkgopulation

5St.ClairandMadisoncounties

6Highestzip code= 62960 Metropolis(pop.~ 11,250)
Lastly anunderlinedzip codemeansthat is alsodesignatecasbeingdisproportionatelyimpactedarea(DIA)due toCovid19by the IL
DCEttps://wwwz2.illinois.gov/dceo/SmallBizAssistance/Pages/C19DisadvantagedBus@Gsiras px



http://www.atsdr.cdc.gov/placeandhealth/svi/index.html
https://data.census.gov/cedsci/all?d=ACS%205-Year%20Estimates%20Detailed%20Tables
https://www.atsdr.cdc.gov/placeandhealth/svi/data_documentation_download.html
https://c19hcc.org/resource/vulnerable-population
https://www2.illinois.gov/dceo/SmallBizAssistance/Pages/C19DisadvantagedBusGrants-test.aspx
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Health care Transformation (noun)
O E A-AdretdasformaOE T 1 &

apersoncentered,integrated, equitable,andthorough or
dramaticchange inthe delivery othealthcareat acommunity
level
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WHY TRANS-ORNMATION?



THECURRENLACKOF

A Accesdo care(dueto logistic,economic,cultural,and
healthcareliteracybarriers)

A Stability in the critical healthcaredeliverysystem

A Coordinated, crossgency focus on Social Determinants

of Health
THESTATUSQUO IS
NOT BRINGINGTHE EALETO
RESULTSPEOPLE A Inconvenient, inconsistenexpenseriddencarethat's
WANT OR DESERVE often not culturallycompetent

A Carethat doesnot focusonChronicDiseasemanagement
A CarethatA A OTPAD BiEeA®G O

RESULTINGN
A PoorHealth Outcomes
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CDCSoaal Vulnerability I ndex

Socioeconomic Status Household Composition/Disability’

Highest Vulnerability Lowest Highest Vulnerability Lowest
(Top 4th) (SV12016)* (Bottom 4th) (Top 4th) (SV12016)° (Bottom 4th)

Race/Ethnicity/Language Housing/Transportation®

E— | [ |

Highest Vulnerability Lowest ) Highest Vulnerabilitzy Lowest
(Top 4th) (Svi 2016)° (Bottom 4th) (Top 4th) (SV12016) (Bottom 4th)

Data Sources: “CDC/ATSDR/GRASP, U.S. Census Bureau, Esri® StreetMapTM Premium.

SOCIALINEQUITIES
AMPLIFYTHE PROBLEM

A Disparitiesexistin everycountyin lllinois.

A Communities are impacteih different
wayswhetherits economic,race,
language housing, transportatioror
disability.

A Eachcommunityhasdifferent needsto
work toward equity.




fHFS Social determinants influence 50% of a ¢ o mmu nhedltly 0 s
outcomes

Clinicalcareaccountsfor no morethan 20

Ve ~ ~ — e

health behaviors no morethan 3094.

Health : Economistability
A full 50%o0f health canbe attributed to Behaviors Education
social determinantsof health, the broadterm 30% Social Housing
that includes social, economiand = Determinants Transportation

of Health
50%

environmentalfactors.

Food security
Sociasupport networks

Environmentglality

Thisisoften summedupas:a® A O (hkalthisO
moreamatterof| 1T AipdOdethan their
geneticcode

1Hood,C.M., K.P.GennusoG.R.Swain,andB.B. Catlin.2016.Countyhealthrankings:
Relationshipdetweendeterminantfactorsandhealth outcomes.AmericanJournal of
PreventiveMedicine50(2):129135 .https://doi.org/10.1016/j.amepre.2015.08.024 12
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fHFS Meet the UIC Team




